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Treatment should follow the lines employed in laryngeal and
nary tuberculosis.
4.-OBSTRUCTION
1544.] Tracheal obstruction may originate from (i) foreign bodies in Causes
the lumen; (ii) lesions of the tracheal wall: acute inflammation such
as diphtheria and acute laryngo-tracheitis of children; cicatrization after
healing of a syphilitic gumma or tuberculous ulceration; scar tissue
following mustard-gas poisoning; granulation-tissue following wounds
of the trachea, tracheotomy, intubation, or foreign body; and tumours,
innocent or malignant, arising primarily from the trachea; (iii) com-
pression or invasion of the wall from without: enlargement of the
thyroid gland; intrathoracic goitre; hypertrophy or tumours of the
thymus; aneurysm of the arch of the aorta or innominate artery;
enlarged tracheo-bronchial glands; oesophageal lesions; and retro-
pharyngeal or mediastinal abscess.
If the obstruction develops slowly a considerable period may elapse Symptoms of
before tracheal symptoms are manifested. As the lumen progressively
narrows dyspnoea on exertion with a slight inspiratory stridor becomes
noticeable. With extreme narrowing distressing dyspnoea occurs and
breathing is difficult and laborious and carried out with aid of the
accessory muscles of respiration. Inspiration is usually more difficult
than expiration; both are prolonged and accompanied by noisy stridor.
If, despite the prolonged inspiration, sufficient air does not enter the
lungs retraction appears at the root of the neck and lower ribs. In
tracheal stenosis the upward and downward movements of the larynx
are not marked as they are in laryngeal obstruction (Gerhardt's sign). Gerhard?s
The attitude of the patient is typical, sitting up and bent forward with sisn
the chin sunk towards the chest to avoid stretching and narrowing
the trachea. The typical harsh, clanging, and often paroxysmal cough
torments the patient, and the constant fear of imminent suffocation
adds to the victim's terrible distress. Pulsus paradoxus may be present.
The voice is often faint and weak but is not hoarse as in disease of the
larynx, unless paralysis of a recurrent laryngeal nerve has occurred.
Foreign bodies
When a foreign body is drawn into the larynx an immediate attack
of choking, coughing, and wheezing takes place and is followed by
a period of freedom from symptoms as the body falls into the trachea.
The foreign body is usually sufficiently small to pass downwards into
one of the main bronchi, most often the right. When it remains in the
trachea, three pathognomonic signs have been described (Chevalier
Jackson), (i) The 'asthmatoid wheeze' is a dry sound heard when the 'Astkmatoid
bell of the stethoscope is held at the patient's open mouth. It persists wheeze>
after coughing and expectoration and may be the only sign present for
a long time, (ii) When the foreign body is movable, as it generally is The^audible
when in the trachea, coughing often drives it against the subglottic slap